An increasing number of cases of supravalvular aortic stenosis have been reported in recent years. In those hitherto described, the stricture has consisted of either a fibrous membrane directly adjacent to Operation was performed on September 16, 1958, under extracorporeal circulation with the heart-lung machine of Crafoord and Senning. A few centimetres above the aortic valve the wall of the ascending aorta was abnormal; the vessel was partly occluded by a thickening, of which the main part protruded into the lumen of the aorta. As much as possible of this obstruction was removed, making an opening in the lumen of the aorta slightly wider than an index finger. The aortic cusps were normal. The aortic wall was then sutured. Post-operatively, a systolic murmur of the same type and localization as was heard before operation was present, but it was fainter, of lower frequency, and less harsh. The patient was discharged from hospital in good condition just over three weeks after operation.
. She had been asymptomatic since operation, and worked as an assistant hospital nurse on night duty. In 1960 she had given birth to a child. Both pregnancy and delivery were uncomplicated. The heart volume was 400 ml./m.2 of body surface compared with 430 ml./ M.2 pre-operatively. The E.C.G. no longer showed hypertrophy of the left ventricle, and depression of the S-T intervals and T waves was less. At phonocardiography a medium-frequency, diamond-shaped pansystolic murmur was recorded, with a maximum over the second right interspace, but of lower intensity than previously. Angiocardiography showed that a stricture with an inner diameter of 1.5 cm. was still present at the site of the supravalvular stenosis (Fig. 1) . The systolic pressure gradient across the stenosis was, however, only 37 mm. Hg compared with 122 mm. Hg pre-operatively (Table I) . Consequently, we felt that there was no indication for further intervention. (Fig. 2) . Among the findings at cerebral angiography was an aneurysm of the posterior cerebral artery. It was decided to operate on the aortic stenosis in the first place, this being the more vital indication.
Operation was performed on June 14, 1959, under extracorporeal circulation with the heart-lung machine of Crafoord and Senning. The ascending: aorta was found to be greatly stenosed a few centimetres above the valvular plane. An anterior incisiont was made in the vessel, extending from above the coarctation to below it. At the narrowest site the diameter of the lumen was 6 mm. The aortic cusps were normal. A diamond-shaped dacron graft, 3.5 cm. long and 2.5 cm. wide, was sutured into the incision in the aorta. After an uneventful post-operative course the patient was sent on the nineteenth day to another hospital for further investigation of the cerebral vascular anomalies.
He was readmitted for follow-up examination ir August, 1961, two years after operation. No operation had been performed for the cerebral vascular anomalies since it was considered to be too risky. The boy's physical activity was normal. His heart volume was 400 ml./m.' of body surface as compared to 620 ml./m.2 pre-operatively. A faint (grade 3)' systolic murmur was audible with a maximum over the second right interspace. Angiocardiography, with injection of contrast medium into the left ventricle. showed that there was no longer any impediment to passage in the ascending aorta. An indentation about 3 mm. deep was visible, corresponding to the site of the graft (Fig. 3) . The pressure conditions at cardiac catheterization are seen in Table I . Edwards (1953) SURGICAL TECHNIQUE.-The operation necessitates use of the heart-lung machine. The most suitable surgical procedure seems to us to be that applied in our Case 2, which is essentially the same as that described by Starr et al. and by McGoon et al. After a midline incision and cleaving of the sternum, the venae cavae and one of the femoral arteries are cannulated. Continuous deloading of the left side of the heart is procured by a cannula in the left atrium. When perfusion has been started, the aorta is occluded and an arched incision is made in its anterior wall through the stricture and well down into the noncoronary aortic sinus. A diamond-shaped dacron or teflon graft of appropriate size is then sutured into the defect. The technique is analogous to that described by Senning (1959) , among others. The graft should be large enough to cover the whole incision, with its widest part at the level of the most stenosed segment. An adventitial flap, prepared in advance, can be swept over the graft and suture lines.
It is important for the suction cannula in the left atrium to be shut off before suturing of the graft is finished. This gives the left side of the heart time to become filled with blood, with expulsion of all air that may have been sucked into the left atrium. Use 
